We nephrologists have been trained to offer peritoneal dialysis (PD) as a comparable option for renal replacement therapy (RRT) on par with hemodialysis (HD). This is understandable in the era of "expert opinions" and "customer is king" culture where a shopper can go to a grocer and choose from any of the multitude of options available for something like fat-free milk. The authors are however perturbed by the unfair treatment that PD gets despite evidence that suggests that it is comparable in outcomes [1] but superior in costs [2] , convenience, preservation of residual renal function (RRF) [3] and delivering a better quality of life [4] . In our opinion, PD should be offered as the default option to the patient requiring RRT and HD considered in patients who have either contraindications to PD or in patients who feel that PD is not right for them.
End-stage renal disease affects the socioeconomically disadvantaged sections of the society disproportionately in the developed world. Dialysis costs impose a financial strain in a large proportion of these patients [5] . In addition to costs to the individual, dialysis also imposes a significant burden on the economies of countries. In different contexts where costs have been studied, PD was found to be cost effective when compared with HD [2] . For those with higher dependency and limited mobility, the stream infections, catheter dysfunction, catheter-associated venous thromboembolism and other complications related to catheter placements. This needs to be balanced against the somewhat lower risk of PD catheter-associated infections and the rarity of blood stream infections associated with the PD catheter. The other disadvantages of urgently initiated PD include derangements in the glucose level in susceptible patients, risks of leaks and hernias, PD catheter dysfunction, inability to titrate the ultrafiltration with precision unlike HD and slower correction of metabolic abnormalities when compared to HD. The authors have first-hand experience with "urgent start" PD with good outcomes.
One reason that practices do not change is the inertia of the doctors, hospitals and the health systems. "This is how things have been done all along" and "Why do we need to change things when things are working ok?" have been questions that we are faced when we try to implement changes for the better. In the author's experience, the urgent initiation of PD is safe and effective. We are duty bound to deliver care that is evidence based and cost effective. Yet, as nephrologists, we allow our biases to cloud our ability to give the best possible advise to the patients we serve. Changing our practices in light of the evolving evidence is necessary to provide good service to our patients.
